Summary
Background: Data on the use of phytotherapy in primary care are scarce and difficult to compare (e.g. different health-care systems, study designs). Objective: Are there differences in Switzerland regarding demographic data, practice structure, process of care and outcome/ treatment satisfaction between primary care physicians certified in phytotherapy (CAM) and physicians performing conventional primary care (COM) and their patients? Material and Methods: Subgroup analysis of the data of phytotherapy of an observational study (2 cross-sectional surveys with 3 questionnaires) which was performed as part of a nationwide evaluation program on complementary medicine (PEK). A descriptive analysis was used to compare data. Results: In survey A, 20 CAM and 191 COM physicians participated, of which 14 and 84, respectively, continued for survey B and recruited at least 276 CAM and 1,395 COM patients. Findings show that CAM physicians had less technical equipment (e.g. x-rays) than COM physicians, their consultation time was 25% longer, and they used more non-drug therapies. Whereas in the SF-36 no differences could be identified between the groups, the EUROPEP showed significant differences in favour of CAM patients. Conclusions: Preliminary data of the comparison between CAM and COM physicians indicate few differences in demographic and practice structure data. Yet, due to differences in the process of care CAM patients showed better treatment satisfaction than COM patients. This is probably due to their doctors' communicative qualities and patient-oriented skills. To which degree this might be triggered due to phyto-pharmacosemiotic aspects needs to be investigated in a future study.
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Introduction
In the past decades, the Swiss health care system underwent changes regarding the development of alternative and complementary medicine (CAM) provided by physicians, and some of these especially affected phytotherapy: (1) in 1988, the foundation of the Swiss Medical Association for Phytotherapy (Schweizerische Medizinische Gesellschaft für Phytotherapie -SMGP), which is a founding member of the European Scientific Cooperative on Phytotherapy (ESCOP) [1] ; (2) in 1990, the start-up of a certification program in phytotherapy for physicians by the SMGP [2] ; (3) in 1994, the setup of a chair and an institute of complementary medicine at the University of Zurich -focusing on research in phytotherapy [3] ; (4) from 1999 on, an increasing inclusion of herbal preparations into the specialty list if efficacy, cost efficiency and utility are given ('Spezialitätenliste' [4] FMH certificate or single training course was available. But as Chinese herbal medicine is somehow part of the FMH-certified training course for acupuncture (TCM), this course was accepted as kind of an equivalent qualification. Despite these differences in accreditation of CAM certificates, a nationwide program on the evaluation of complementary medicine (PEK) was released in Switzerland. Therefore, the Swiss government founded a steering group and a scientific review board to organize the evaluation and the set-up of research strategies and methods to be used. Institutions were chosen to put the PEK into practice in cooperation with the steering group [5] . Each of the 5 CAM methods (anthroposophic medicine, Chinese herbal medicine, homeopathy, neural therapy, and 'Western' phytotherapy -that is phytotherapy based on European cultures) were to be evaluated on 3 levels: (1) by a literature review to give an overview of CAM practice in Switzerland as well as to gain estimates on efficacy and costs (partly published in HTAs [6] [7] [8] ) or systematic reviews [9] [10] [11] [12] ; (2) by an observational study with 2 surveys (and 3 questionnaires: physician questionnaire, physician-patient questionnaire, patient questionnaire) in outpatient clinics (partly published [13] [14] [15] ); (3) by a clinical trial to evaluate efficacy and safety of treatments -which did not take place [6] . To date, only few studies focusing on the evaluation of efficacy of phytotherapy in primary care are available worldwide. Mostly, they examine patients' characteristics [16] [17] [18] and seldom those of physicians [19] . A comparison of the existing studies is hardly possible, due to the differing health care systems, study designs and cultures where phytotherapy was used. Therefore, the aim of the present paper is to give a first overview of the use of phytotherapy by primary care physicians in Switzerland (i.e. demographic data, practice structure, process of care and outcome/treatment satisfaction). For this reason, we analyzed the subset of data on phytotherapy from the PEK study [20] , because in the previous publications the data are included in a larger group of non-certified CAM physicians [13] [14] [15] , that is to say not certified by the FMH.
Methods

Study Design
The data of the observational study with 2 cross-sectional surveys containing 3 questionnaires, were collected in practices of primary care providers in Switzerland and were provided by the Swiss Federal Office of Public Health (BAG) [21] after the study was performed by the Institute for Evaluative Research in Orthopedic Surgery (IEFO), Bern. The study focused on aspects of practice structure, demographic data of physicians and patients, process of care, and outcome/treatment satisfaction [22] . Physicians additionally qualified in phytotherapy (CAM physicians) were compared with physicians providing only conventional medicine (COM physicians), and so were their respective patients ( fig. 1 ). For sampling, a list of CAM physicians was obtained from the SMGP, and a random sample of COM physicians (who declared not to use CAM and who were not listed as members of CAM medical associations) was obtained from the FMH. To be included, physicians had to work in primary care (e.g. general practitioners) for ≥2 days a week. To have more robust data for this subgroup analysis, we decided to include all COM physicians involved in the main study [13] , which accounts for the obvious difference in numbers of CAM and COM participants (see fig. 1 ). The 2 consecutive surveys of the study covered the following aspects: Survey A -Physician Questionnaire: To investigate structural aspects of the physicians' practices and demographic data about physicians themselves, a questionnaire covering 9 sections with predominantly closed questions was used. The questionnaire with an accompanying letter explaining the purpose of the trial was mailed to the physicians in summer 2002. A reminder letter was sent to non-responders 1 month later. Additional qualitative data about the philosophy of care (open questionsdata not shown) have not been analyzed for phytotherapy so far [14] .
Survey B -(1) Physician-Patient Questionnaire:
To gain information about the process of care, CAM and COM physicians taking part in survey A were asked to also participate in survey B. The patients' questionnaire contained closed questions about demographic data, as well as self-rating of health status, and an open question about the severity of the symptoms. The physicians' questionnaire contained closed questions about the diagnostic procedure used with each individual patient, classification of the main diagnosis, therapeutic procedure, sick leave, and consultation time. Physicians and their staff were instructed to sample consecutive patients consulting their practices at 4 given days during a 12 months period in 2002/03 (winter, spring, summer and fall). Sampling days were defined by the study coordination (IEFO) and were distributed equally across week days. Patients were informed about the study by leaflets and were asked to fill in the questionnaires prior to consultation. Physicians were asked to document the respective consultation but were not aware of the patients' answers. 
Results
At the time the observational study took place, only a small number of CAM physicians were certified in phytotherapy which can explain the difference in numbers (almost 10 times as many COM physicians as CAM physicians participated). Therefore, we regard the following results as preliminary. Survey A -Physician Questionnaire: The sample contained 20 primary care providers for CAM (additionally certified in phytotherapy) and 191 for COM (table 1) . The only significant demographic difference between these 2 groups was the lack of French-speaking and Italian-speaking CAM physicians. This is not surprising, because up to 2003, the SMGP only ran German training courses in phytotherapy. With regard to structural aspects, the practices of CAM physicians were significantly less equipped with X-ray facilities than those of COM physicians (table 2) .
Survey B -(1) Physician-Patient Questionnaire:
Of the physicians participating in survey A, 14 CAM and 84 COM physicians also took part in survey B and recruited max. 575 and 3,078 adult patients, respectively ( fig. 1) . A rate of return of questionnaires was not registered as the survey took place in the physicians' practices, without a recording of patients' denial to participate. As to patients' demographic data, it could be seen that the total number of male CAM patients was lower than that of male COM patients (table 3) . Not surprisingly, the language differences found among physicians were similar to those among patients. Nevertheless, there were some French-speaking and Italian-speaking patients.
Patients' self-rating of their general health was similar in the adult populations in both groups when the answers were dichotomized according to 'excellent, very good, good' versus 'less good, bad'. The same holds for the severity of the main health problem ( Lab = laboratory; PB = pooled billing; SB = separate billing; sono = ultrasound. Physicians' rating of the frequency of the main diagnosis did not differ between the 2 groups, except for diseases of the circulatory system (table 6) . In both groups, 60% of all main diagnoses fall into the same 6 ICD-10 categories. The number of co-morbidities was not significantly different between COM and CAM patients but amounted to more than 50% in both groups (table 6) . Investigation of the therapeutic procedures indicates that in both groups mostly COM methods were used, but CAM physicians used phytotherapy as an additional treatment significantly more often than COM physicians. Phytotherapy alone was used by CAM physicians in 7.1% of the cases, in combination with COM therapies in 10.9%, and in combination with other CAM methods only in 1.7% (table 7) . A significant difference can be seen with regard to drug and non-drug therapy, with the latter being used significantly more often by CAM physicians (table 7) . A closer look at the subset of non-drug therapies revealed that counseling is at the top of the list of non-drug therapies in both groups of physicians. Yet, the consultation time was found to be 5 min longer in the CAM physician group.
Survey B -(2) Patient Questionnaire:
The return rate of the questionnaires mailed 1 month after the second survey was 45% (n = 276) in CAM patients and 54% (n = 1,395) in COM patients ( fig. 1 ). Yet not all patient questionnaires could be analyzed or provided answers to all questions. This accounts for the lower number of patients. As to outcome, the SF-36 revealed no differences, neither regarding the patients' physical nor their mental health status (table 8) . The EUROPEP, on the other hand, showed significant differences in favor of CAM physicians, with regard to the sum scores of the category 'relation and communication' in terms of the CI and additionally for 'medical care' as well as 'information and support' in the multivariate or logistic analysis (table 8) . The additional questions about treatment expectation, satisfaction and side effects showed similar results in both patient groups.
Discussion
In the papers published so far about the Swiss PEK, results regarding four CAM methods (except phytotherapy), seen as one group (CAM), were compared to COM data [13] [14] [15] . This comparison revealed some differences between CAM and COM in general. It was the aim of the present paper to perform a subgroup analysis of the data of physicians certified in phytotherapy. Of course, such a task is faced with limitations. Above all, the sample size is much smaller, which might be a critical restriction regarding some questions. However, this might only affect the number of CAM physicians. To cope with this, we decided to do a descriptive analysis, so as not to overcharge the results, which we ourselves interpret as a kind of preliminary data providing an overview of at least some aspects of phytotherapy in primary care in Switzerland. The forte of the present study is that it interviewed both physicians (all trained in phytotherapy according to the same curriculum) and their very patients by linking two surveys. Melzer/Saller/Meier CAM sample COM sample n (%) [CI] n (%) [CI] The previously published cumulative data of the four groups of CAM physicians (i.e. anthroposophic medicine, Chinese herbal medicine, homeopathy, neural therapy) of the observational study within PEK [13] [14] [15] allows a comparison with the present data of the subgroup analysis of CAM physicians certified in phytotherapy. The finding, that CAM practices had less technical equipment (e.g. x-ray, ultrasound) [15] could only be confirmed for X-ray facilities in practices of phytotherapists. The main reasons for consultation according to ICD-10 were the same in the previous and the present publication except that circulatory diseases were treated less often by phytotherapists. The most striking difference between CAM and COM physicians in the present study is the consultation time spent with their patients, the difference amounting to 25% (5 min) for physicians certified in phytotherapy. This result matches with another finding of our study, namely thataccording to the EUROPEP -patients favored communicative and patient-oriented skills of CAM physicians (phytotherapy), which turned out to have an impact on treatment satisfaction. This may partly explain that CAM physicians prescribed or delivered more non-drug therapies and was found in the previous analysis as well [14] . in therapeutic settings for CAM [26] . Of course, herbal drugs can surely be described in pharmacological terms. Additionally, they are culturally embedded and individually and subjectively coded for many patients and physicians. Therefore, they seem to offer much more associative and narrative connotations than other modern drugs. This might be a reason why they can play a specific role in story telling between patient and physician [27] . Pharmacosemiotic [28, 29] , and in the case of herbal drugs phytopharmacosemiotic, aspects can be therapeutically important and may contribute to treatment benefits. This, however, would have to be studied in a future trial. Other surveys about the pattern of use of herbal medicine in primary care are hardly comparable with the present study due to different study designs and health care systems: a Brazilian survey that examined more or less the effect of a herbal therapy program meant to bridge lacking basic medical supply [17] ; a cross-sectional survey that searched for possible different ethnic patterns of use of herbal drugs in a multiethnic population of a large US-American metropolitan area [18] ; or the surveys in a Swedish health center [16] or among general practitioners in Scotland [19] which focused on the concomitant use of herbs. 
Conclusions
The preliminary data resulting from the subgroup analysis on phytotherapy from the observational study within PEK shows only few differences between CAM and COM physicians in terms of demographics and practice structure. Yet, patients of CAM physicians showed better treatment satisfaction than those of COM physicians, probably due to communicative and patient-oriented skills and attitudes of the CAM physicians.
